Investigative laparotomy in Hodgkin's disease!
The Chairman, Mr W M Ross, introduced the subject by pointing out that over the last twenty years there had been many reasons for the improvement in the outlook for patients with Hodgkin's disease, and one of the reasons was an increased understanding of the usual pattern of distribution of the disease deposits, part of which had come from the experience of investigative laparotomy. However, as this was a procedure with potential hazards, it seemed appropriate to question the need for routine laparotomy in many patients with Hodgkin's disease.
Dr A M Jelliffe (Middlesex Hospital, London), speaking on 'Advantages of laparotomy', opened by stating as his basic criterion that any routine investigation should be judged by its potential value to the individual patient, rather than by its potential source of academic knowledge. When investigative laparotomy was introduced, it was necessary to compare the findings with the results obtained by noninvasive procedures. For example, the procedure in Stage I, II (upper half) disease with a negative lymphogram demonstrated disease below the diaphragm in almost 50% of patients. Intra-abdominal disease was demonstrated more frequently in the presence of 'B' symptoms and in the more malignant histological grades. If the value of laparotomy was considered in relation to the clinical stage of the disease, then the procedure was of special value in the management of Stage I, I1A (upper half) disease and possibly in some patients with Stage IlIA disease. I Reportof meeting ofSection of Radiology, 15February 1980.Accepted 1 May 1980 0141-0768/80/080594-03/$01.00/0
In the British National Lymphoma Investiga· tion, there were available for comparison two groups ofStage I, IIA (upper half) patients entered into studies between 1970 and 1976: one group was investigated with a diagnostic laparotomy and the other was investigated in an identical fashion except that this procedure was not carried out. Subsequent treatment in the laparotomized group was modified according to the postoperative histological findings. There was significant benefit in laparotomy in males over the age of45, so much so that when a laparotomy was contraindicated in this group of patients, it was unsafe to rely on relatively localized radiotherapy and combination chemotherapy should be added routinely. He went on to discuss the site of relapse when this OCcurred Less than 5% relapse in the irradiated site and in previously laparotomized patients have aU been salvaged. Relapse below the diaphragm carried , poor prognosis. After a diagnostic laparotomy, subdiaphragmatic relapse was seen in 6% of cases. whereas without this procedure subdiaphragmatic relapse occurred in more than 30%. In Stage IlIA disease the presence and extent of splenic involvement was considered by many workers to b( related to the potential for relapse and therefore to the need for additional treatment. In the Britisb National Lymphoma Investigation, untoward late effects in the post-splenectomized group ofpatienu were usually associated with further treatment for recurrent disease, usually chemotherapy.
Dr Jelliffe expressed the hope that new investi' gations, in particular CT scanning, might be able to give sufficient further information to avoid the necessity for laparotomy, but the detailed accuracy of these investigations still had to beassessed.
Dr M H Bennett (Mount Vernon Hospital, Northwood), speaking on 'Extent and limitations of information available to the pathologist at and after laparotomy', referred to four areas from which information could be derived by the pathologist. First, in the case of the spleen it was difficult toassess the presence or degree of involvement by Hodgkin's disease in relation to its size; some spleens of normal size were extensively infiltrated, while other grossly enlarged spleens showed little if any involvement by Hodgkin's disease. It was essential to make a very careful macroscopic examination of the spleen itself, including sectioning at distances of not more than 3 mm. Other granulomata were frequently found in the spleen, for example lipophage or histiocytic granulomas which might coexist with but did not indicate involvement by Hodgkin's disease. It was also important to look for lymph nodes at the splenic hilum. Abdominal lymph node biopsies were complicated by previous lymphography, but their interpretation should not prove difficult to a pathologist with experience of seeing these specimens. With regard to the liver, involvement tended to be focal rather than diffuse and therefore there was the possibility of sampling error by missing small deposits. The liver also was not uncommonly the site of histiocytic granulomas. In his experience of over 700 laparotomy specimens, he had never seen convincing evidence of Hodgkin's disease in the liver without the spleen also being involved. Finally, in the case of bone marrow, involvement also tended to be patchy and focal and thus the possibility of sampling error leading to a false negative report was high.
Dr T J McElwain (Royal Marsden Hospital, London) spoke on 'Problems arising from laparotomy and splenectomy in children', and stated that Hodgkin's disease itself was not significantly different in children from that in adults except that before puberty boys greatly outnumbered girls and nodular sclerosis was a rare histological type.
It had been shown that laparotomy gave the same information in children as it did in adults, revealing unsuspected abdominal disease in about one third of patients. Pathologically staged children treated in the same way as adults -that is, with extended field irradiation for Stages I, II and IlIA disease, and chemotherapy for Stages I1IB and IV disease -had survival which was equivalent to that for adults. However, there were complications both of splenectomy and the adult philosophy of treatment which were potentially more serious in children. In particular, splenectomy was associated with significant infection and death rate, although life-threatening septicaemia could largely be prevented by the use of penicillin. Herpes zoster infections occurred in about one-third of patients; this was mainly related to intensity of treatment rather than to splenectomy itself. The drug Acycloguanosine had recently been shown to be effective treatment for herpes virus infections, which made this complication potentially less serious.
Wide field radiation could lead to hypothyroidism (rare and not very important), interference with bone growth leading to shortening, and sometimes impairment of respiratory function. This had led some workers to opt for the use of chemotherapy in early stages of Hodgkin's disease, and in these circumstances it was clearly not necessary to perform a laparotomy.
Chemotherapy could lead to sterility, particularly in the male, and was associated with an increased frequency of second tumours, particularly when radiotherapy had been given as well. It did not lead to permanent growth failure. There was good evidence that non-splenectomized children in whom chemotherapy was the major treatment survived as well as pathologically staged children, and the choice of treatment, and therefore the need for laparotomy, depended on which side effects were most acceptable in the judgment of the clinician. It was generally felt that there was no justification for incomplete staging followed by inadequate treatment in the form of involved field irradiation only. Now that chemotherapy was so effective, even this philosophy could bechallenged as it might be anticipated that children who relapsed after such treatment could in the main be cured by 'salvage' chemotherapy. Further studies were needed to clarify this.
Dr J M Goldman (Hammersmith Hospital, London), speaking on 'Limitations of and possible contraindications to routine laparotomy', pointed out that the only absolute information gained from a staging laparotomy for Hodgkin's disease related to the degree of splenic involvement, since biopsy of liver, lymph nodes and bone marrow was subject to risk of sampling errors. In order to minimize surgical trauma, laparotomy in his hospital was limited to splenectomy, liver biopsy and biopsy of readily accessible enlarged lymph nodes.
The problems related to laparotomy were periand postoperative morbidity in about 10% of patients, with mortality of about 0.5-1%; possible adverse effects of delays in starting treatment; and later bacterial infections, especially in children, for the prevention of which vaccines were ineffective. Laparotomy could only be valuable if it could result in a decision to alter treatment: for example, patients with Stages I or IIA disease (above diaphragm) would need a radiotherapy field extended below the diaphragm unless their staging included laparotomy; in the latter case about 60% of such patients would prove to have no disease below the diaphragm. Although' complications of irradiating the organ were often quoted as a reason for splenectomy, in fact renal or pulmonary damage following radiotherapy to a normal-sized spleen was rare.
There was a computer-based mathematical analysis that enabled one to predict in any given patient the probability of a particular pathological stage if one knew only age, sex, histopathology type and details of clinical involvement. He suggested that staging laparotomy should be recommended for all patients with I1A disease. In Stage IA the computer analysis could be used to predict the occasional patient likely to have disease below the diaphragm; others could be treated by radiotherapy without laparotomy. In Stage IlIA, INSTRUCfIONS TO AUTHORS the analysis could predict the patient unlikely tc have extensive infradiaphragmaticor liver disease, others could be treated by chemotherapy. AU patients with 'B' disease and those with IVA disease needed chemotherapy in any event.
There followed a livelyand prolonged discussion in which many members ofthe audience took part There appeared to be a consensus of opinion that relatively localized radiotherapy to high dosage had shown itself to be effective in Stage I disease above the diaphragm and also that cytotoxic chemotherapy of either the CLVPP or ABVD type was likely to be effective in achieving long-tens tumour control. References: The Harvard system is used at present.
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